In this issue of Anaesthesia and Intensive Care, Honeybul et al 1 explore the issues involved in attaining consent to undertake what can be a lifesaving surgical procedure, but one which can be accompanied by the risk of gross impairment. 'Decompressive craniectomy' has been performed for some time and there has been a recent upsurge in interest in this procedure, which can facilitate a reduction in intracranial pressure in patients with traumatic brain injury who have proved unresponsive to the usual treatment methods. Until now, no prospective randomised trial, which could assist with the decision of whether or not to operate on adults in these particular circumstances, had been completed. However, the Australian-based DECRA study 2 has now been published and is the first such trial which may assist in this most difficult of scenarios; the other being the Cambridge-based, but multi-centre RESCUEicp trial, which is yet to report.
The issue of informed consent for anaesthesia in the Australasian context was reviewed recently 3 , with systemic, anaesthetic and patient factors addressed. Earlier papers 4 in this journal have also investigated the issue. Honeybul's paper 1 is novel in that anaesthetists were used as a proxy for patients (or rather, for their decision makers, given that the very nature of the injury precludes the patient from giving consent). Anaesthetists were chosen "as they represent a distinct group likely to be familiar with the procedure and the decision-making process, but not necessarily aware of the longer-term outcomes". Participants were shown three clinical scenarios, with their willingness to consent to decompressive craniectomy measured before and after seeing prediction outcome data and observed outcome. Honeybul et al found that consent was less likely to be given as the likelihood of an unfavourable outcome increases, and suggested that access to objective outcome information may influence opinion in relation to consent.
Attaining a patient's consent to any intervention is an intuitive process for most professionals, but it is a process which is founded on the application of biomedical ethics. This process requires the application of well-established principles. Papers which address ethics invariably fall back on established texts such as that of Beauchamp and Childress 5 which has been cited as a reference in this journal in its third and fifth editions over the last 14 years. The underpinning principles are that the patient has the right to refuse or choose his or her treatment ('autonomy'), that the practitioner should act in the best interest of the patient ('beneficence'), that the treatment should not be harmful ('nonmaleficence'), that truthfulness and honesty are brought to bear in attaining consent, that the patient has the right to dignity, and that health resources are appropriately distributed. It is difficult to imagine a scenario that challenges more of these ethical principles than decompressive craniectomy, which for many patients will result (in the opinion of many but likely not all) in an undignified and expensive survival with severe disability.
So to evidence. The DECRA study 2 suggests that decompressive craniectomy is associated with more unfavourable outcomes despite lowering intracranial pressure and reducing length of intensive care unit stay. These findings, which are to an extent counterintuitive, would be helpful in facilitating the process of consent in this group of patients. Without a trial such as DECRA, the surgeon has been in an unenviable position -in advocating decompression, the inability to be truthful in anything but the uncertainty of the benefit of the procedure surely confounding the process. However, it has been pointed out that DECRA might have design limitations 6 , and this issue has not been resolved at this time. In any event, DECRA is unlikely to be the last word about decompressive craniectomy, at least among neurosurgeons. Moreover, the RESCUEicp findings are still pending, and further studies of the procedure in patients with objectively better predicted outcomes are probable.
The REASON 7 study should not go without comment in this context. This multicentre prospective Australasian study also provides more evidence which should be considered in attaining consent for surgery. At a time when medical interventions are technically possible in most patients, the ethical principles have to be addressed: in addressing 'beneficence', 'non-maleficence' and the other caveats above, how do we, with the evidence now emerging, best attain consent to undertake major procedures on very elderly patients and those with higher ASA physical status scores?
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